Four hundred and sixty two children were
Intra-abdominal abscess is one of the major complications of acute appendicitis in children that has caused substantial morbidity and mortality in the past.' Improvements in the outcome of intra-abdominal abscess have been due to current management with antibiotics directed against both aerobes and anaerobes, early and precise diagnosis by ultrasound and/or computed tomography, and percutaneous drainage under ultrasound and computed tomography control. While appropriate antibiotic treatment has been important in the treatment of intra-abdominal abscess, drainage of the abscess has served as the critical step in management.
We present our experience in managing intra-abdominal abscess after appendicectomy and suggest criteria for conservative treatment alone compared with percutaneous drainage procedure. was established by ultrasound examination and was localised in the prerectal space (four cases), right iliac fossa (three cases), mid-abdomen (two cases), and retrovesical area (one case).
Patients and methods
Basic treatment was intravenous ampicillin, gentamicin, and metronidazole. In five patients this was a continuation of perioperative treatment, four having been initially treated with five days of antibiotics postoperatively and the same antibiotics were restarted after intra-abdominal abscess was demonstrated. In two patients antibiotic treatment was begun after intraabdominal abscess was diagnosed (fig 1) . Repeated ultrasound examinations measuring collection size in three dimensions were obtained after intra-abdominal abscess was diagnosed and served as an important criterion for assessing response to treatment in addition to clinical examination and laboratory investigations. Enlargement of intra-abdominal abscess was an indication for changing antibiotics in one patient and for percutaneous drainage under ultrasound control in two. The pus cultured grew Escherichia coli and Bacteroides fragilis (patient 4) and E coli (patient 5). The isolates were sensitive to the antibiotics administered before drainage. All 10 patients recovered, eight with antibiotic treatment only and two after percutaneous drainage. None required a second laparotomy or an open drainage procedure. Clinical follow up for at least six months after discharge did not reveal any sign ofrelapse or reformation ofthe abscess. Discussion Intra-abdominal abscess is still an important complication of acute appendicitis in children whose rate varies from 1 8% to 6% after perforated appendicitis2 3 and 0-8% after all forms of acute appendicitis.4 In spite of early broad spectrum antibiotics, drainage of the abscess has remained the main route of management.5 Recently, percutaneous drainage, a less invasive mode of drainage procedure, has been successfully used and is becoming the preferred method of treatment.6 However, published experience using antibiotics alone is very scanty.7
In our series, the rate of intra-abdominal abscess after appendicectomy was 2-2%. Eight out of the 10 patients were successfully managed by intravenous antibiotics alone, while two underwent percutaneous drainage under sonographic control. Serial ultrasonographic measurement of intra-abdominal abscess served as a reliable guide for assessing response to treatment. In the eight patients who responded well to antibiotics, gradual shrinkage and collapse of the abscess was evident (fig 2) . This was accompanied by improvement in the patient's general condition despite persistence of fever and leucocytosis. These results suggest that some paediatric patients with an intra-abdominal abscess after appendicectomy may be successfully managed conservatively with appropriate antibiotics alone. Alterations in ultrasound appearance of the intra-abdominal abscess together with clinical data may be a good predictor of outcome. Enlargement of a collection in spite of antibiotic treatment is an indication for the percutaneous drainage procedure. However, this approach should be reserved for patients who are not critically ill, are followed up closely and carefully, and in whom serial sonographic studies can be obtained. By no means should sonographic follow up replace clinical judgment and the general state of the patient should still be the final arbiter of whether a treatment modality is progressing satisfactorily.
